Intra-abdominal fistulas are usually a complication of an inflammatory or neoplastic process. Fistulas involving the vermiform appendix are rare and in most cases result from untreated appendicitis -3. We report here a case of sigmoido-appendiceal fistula caused by colonic diverticulitis.
CASE HISTORY
A man aged 75 was referred to the surgical clinic with a 3-month history of lower abdominal pain which was continuous and not colicky. This was associated with intermittent constipation which made the pain worse, but no bleeding per rectum. The pain did not radiate anywhere and was relieved by defaecation. Apart from angina and prostatism he was well, with normal appetite and weight. In 1989 he had undergone a sigmoid colectomy and repair of vesico-colic fistula secondary to diverticular disease. His medical history also included angioplasty and stenting of a coronary artery and transurethral resection for benign prostatic hyperplasia.
On general and abdominal examination, with sigmoidoscopy, no abnormality was detected other than a well healed midline scar from the previous laparotomy. A barium enema revealed diverticular disease affecting the descending and remaining sigmoid colon and the presence of a sigmoido-appendiceal fistula (Figure 1 ). The appendicular lumen was patent and there was no filling defect. At colonoscopy the opening of the fistula in the sigmoid colon, 2 cm distal to the anastomosis, as well as the origin of the appendix in the caecum were seen; since there was no evidence of neoplasia, no biopsies were taken. His symptoms had improved and were not troublesome, so he was managed non-operatively. At follow-up three months later, the symptoms remained mild and intermittent. COMMENT Although diverticular disease is responsible for most intraabdominal fistulas2, only four cases of sigmoido-appendiceal fistula secondary to diverticulitis have previously been reported2 5. The more usual cause is appendicitis, in which case the history may suggest the diagnosis; also the patients are younger2. Barium enema usually shows the fistula although, because of the previous inflammation and the resulting fibrosis, the appendicular lumen is not always Figure 1 Barium enema showing diverticular disease of the descending and sigmoid colon and a fistula (arrow) between the appendix and sigmoid colon patent2. A defect at the base or in the lumen of the appendix may be the result of a neoplastic process and mucinous adenocarcinoma of the appendix has been reported as a cause of vesico-appendiceal fistula6.
Patients with sigmoido-appendiceal fistulas caused by diverticulitis are older and have a long history of symptoms and signs of diverticular disease and previous attacks of acute diverticulitis2-5. Air-contrast barium enema is the investigation of choice and, since the appendicular lumen is patent, there is free flow of contrast between the diverticular segment and the caecum. Colonoscopy should also be done to confirm the radiological findings, display the fistula openings and exclude malignant disease. If continuing sepsis is clinically suspected, a computed tomographic or magnetic resonance scan should be done to examine for an abscess cavity. Our patient is only the fifth reported case of sigmoido-appendiceal fistula caused by diverticulitis and the first to be treated non-operatively. This approach is acceptable in the absence ofsignificant symptoms and persistent sepsis, but only after malignancy has been excluded.
